patients who could not coordinate the mean (SEM) percentage of the dose deposited in the lungs with their own inhaler technique (7-2% (3-4%)) was substantial lower than those attained by the taught metered dose inhaler technique (22-8% (2-5%)) and by Autohaler (20-8% (1P7%)). lungs (fig 2) ; in the fourth patient lung deposition was 5% of the dose, but this was confined to a single area in the large bronchi of one lung. Deposition in the peripheral lung zone was 8-6% (0 9%) of the dose for "taught metered dose inhaler" and 8-4% (11-%) for the Autohaler, but we did not attempt to quantify this measure for "own metered dose inhaler" as it was immeasurably small in five of the eight patients.
There '6 20 In our patients the Autohaler thus "corrected" for poor coordination, both drug deposition and the bronchodilator response being equivalent to those obtained with a correctly used conventional metered dose inhaler.
Subjectively, we were impressed by the ease with which several patients with a very poor metered dose inhaler technique learnt to use the Autohaler successfully. It would be interesting to know how effectively such patients retain their ability to use the Autohaler, but this was outside the scope of the present study. Evidence from a clinical study2' suggests that patients prefer the Autohaler to a conventional metered dose inhaler and that they find the former easier to use. The Autohaler will not, however, help patients who stop inhaling at the moment of actuation,22 and the device must be formulated with "ozone friendly" propellants2' in the near future. The Autohaler should, however, be a valuable alternative to dry powder inhalers'2 24 and spacer devices25 26 for patients unable to use a conventional pressurised metered dose inhaler because of coordination difficulties.
